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baen found guilly of abusing, neglecting, or
mistrealing residents by & cour of law, or have
had a finding entered into the Btate nurse aide
registry conceming abuse, neglest, mistreatment
of residents or mijsappropriation of thelr property,
and repon any knowladgge it has of actions by a
court of law against an employes, which would
indicate unfitness for sgrvice as & nurse aide or
Jother tacliity staff to the State nurse alde registry
or licensing authorilles.

The factlity must ensure that all alleged violations
invalving mistreatment, neglect, or abuse,
Including injurles of unknown source and
misappropriatlon of resident property are reported
Immediately 10 the adniinistrator of the facility and
to other officlals in accordance with State law
through establishad pracedures (Including to the
State survey and gentification agency).

The facillly must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is In progress,

Thae results of all Investigations must be reported
to the administrator or his designated

The tacllity must not employ Individuals who have '
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A Recertification/Abbreviated Survey was gygrov{ -« ommomn [ , ‘
conducted 09/14/10 through 09/16/10, ;an‘u Tl 225 - Corrective Action 10/27/1
Safety Code Survey was conducted 08/1410. . o
Dellclancies were gited with the highest Saope tai\ken at time ‘I’f incident
and Severity of a "F". ARO #15267 was since retroactive chart.
, | substantiated with deficlencles ctted. Once DON was notified on
F 225 | 483.13{(c)(1){I)-(}, (c)(2) - (4) F 225
88=D | INVESTIGATE/REPORT 8/23/10,a head to toe assesLament
ALLEGATIONSANDIVIDUALS

of resident #4 wag completep
by Charge Nurse, to document
current injuries. Investigation
was initiated immediately.
MD,Administrator,0IG and DCBS
were notified 8/23/10.
Don and Administrator revieped
current abuse policy and
investigation forms for

compliance with F225 and
determined it was compliant}
DON conducted Mandatory faclility
staff training on 8/24/10

|to review entire abuse poli

TJ
.

and reporting requirements.
A quiz was used to demonstrate
knowledge retention.
The RN that first saw the ihjury
on this resident 8/22 but
did not report it correctly}

was counselled on 8/25/10.

=

LABORATORY DIRECTOR'S OR PAGVIDER/SUPPLIER REEAESENTATIVE'S SIGNATURE TITLE 1X6) DATE ‘m«_u}all—a)
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Any deticlenoy statement anding with an asterisk ﬁ denotes a defluianoy'whloh the Ingtiution may be exoused from corraoling providing It Is determined that
ot aafeguarde provide sulficlen protection to the pavents. (See Inatructions,) Except for nurslng homigs, the findings stated abovea are dlsclosabis 90 days
! 119 the date of aurvey whethsr ar not a plan of correction is provided. For nursing-homes, the above lindings and plana of correction are disclosable 14

0. . sOllowing the date these documenta are made available to the facliity. If deficlencles are cited, an approved plan of correction I3 requisite (o continued
program pariiaipallon.
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. DEFICIENCY)
F 225 | Continued From page 1 ) F225|llew posters stating reportihg
representative and to other officials in accordance requirewment and time lines
with State law {[ncluding to the State survey and ia .
certification agenay) within 5 working days of the ~|wexre placed in staff
incident, and if the alleged violation is verified lounge, conference room,and

appropriate corrective action must be taken, lockar rdoms 9/29/10.

All other residents were

, given a complete head to to
1 This REQUIREMENT la not met as evidenced
by: . . asgessment on 8/23/10 by DO

Basod on Inferview and record review, il was and Charge Nursge, to asgess
determined the facllity falled to have an eflective

11

=]

system to ensure all alleged viclatlons involving for unknown injuries. None
abuse or injuries of unknown source wero were found.
repp_rted immediately 1o the AdmInistrator of the Administrator and DON revieted

v, facility and to State Agencles In accordance with ' T
gtate law for one (1) of four (4) sampled resldents investigation process and fprms
(Resident #4). ' reported 8/23/10 and found ft to be
The findings include: in compliance apart from the

"immediate reporting" by nurse wher
Review ol the facility's policy entitled "Abuse,

Negleot, Involuntary Seclusion and injury was found.

Misappropriation of Property”, dated 10/09 rdminletrator and Dixector ¢f
revealed “all alleged violations Involving HR reviewed current policy that
mistrealmant, neglect or abuse, including Injuries )

of unknown source, and misappropriation of Btates that persons found ghilty

resident propsnly are reported immediately to

, ' _ cf abuse/neglect/mistreatment of
immediate supervisot, Nurse Manager, and /or

Administrator. The Administrator or his/ her : cesidents in a court of law
designeo notlttes the QIG divislon of Long Term are not hired to work in the
Gare, and the local Adult Protection Services, the s . o

local Ombudsman and if appropriate the local or facility. This was verified
State police, of any alleged violation®. py HR Director and current
Review of Resident #4'e closed medical rocord emx?loyee flleglw?re checked| for
revealed diagnoses which included End Stags pvidence of criminal backgrund

Renal Disease (ESRD), Chronlc Renal Fallure,

\ Checks and checked against gbuse
Bladder Cancer, and Sepsls of Urinary Origin,

registry again and found tolbe in |
FORM CME-2657(02-88) Pravious Verslons Obaclete Evont [0; TKET11 FagsiRii U nce . If continuation sheat Page -2 of 22
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| facility assessed the resident as having no

Review of the Admission Minimum Data Set
{(MD8) Assessment dated 08/21/10 revealed the

impairment in cognitive gkllls and as racalving
dlalyslis,

Review of the Plan of Care dated 08/10 revealed
the resident was at risk for Injury related to
recelving heparin (anti-coagulant medication) and
should be observad for unusual signs and
symptoms of bleeding.

Review of the facllily's Investigation entilled
"Resldent Abuse.Report Form' revealed an
investigation wag completed relatad to-the
resident's brulses and a fracture, The
investigation stated Resldent #4 left for dialysls
and upon return 1o the facllity, the nurse noled the
resident to have increased confusion and
complained of back and shoulder paln and the
nurse noted bruising to the shoulder and was
ungure if it was from the dialyals visit. The
Investigation funther stated, on 08/22/210 the
nurse noted the brulse to be worsenlhg and the
regident complained of discomiort. Continuad
revlew of the Investigation, revealed the Physician
was notlfied and an x-ray was done of the right
shoulder which denoted & Right Acromion
Fracture. Further review of the Investigation
revea)ed the Administrator was nollfled on
08/23/10 at 10:00 AM, the Qffice of Inspector
Genera) was notified on 0B/23/20 at 3:00 PM and '
the Dapariment of Community Based Services
was notified on 08/23/210 at 1:00 PM.

Review of the Nurse's Notes dated 08/21/10 al
7:00 AM revealed the resident hed "gone to
dialysis". Revisw of an entry dated 08/21/10 at
-11:10 AM ravealed upon return from dlalysis the
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F 225 | Continued From pags 2 F 225

onitoring Process:

acility Administrator and DON

eceive abuse registry
eports from the state and
eview for any employee namgs.
ock Abuse Reporting will b
exformed 10/26/10 to evaludte
taff response on all shifts.
y shifts/persons failing:
his Mock investigation will
e retested until they pass
orrectly. This will also bs
erformed annually by DON/
dministrator.

A Committee will continue
o review all incident
eports quarterly, and
nsure appropriate and timelly
ctions are taken per policy.
y aberrances will be
ddressed and staff training
ill occur.
R Director will continue to
onitor abuse and criminal
ackground checks on all new
mplbyees on an ongoing basi

[<)
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F 225 | Continued From pagse 3

patlent was alert and ssemad very confused.
Further review of the Notes revealed safety
pracautions were in place, due to conlusion. An
entry at 12:50 PM revealed the resident
complained of back and shoulder pain and
medication was administered.

Review of the Nurses' Notes dated 08/21/10
{(wrong date-shoutd be 8/22/10 per imerview with
the Dlrector of Nursing an 00/16/10 at 8:30 AM) at
8:00 AM revealed there was a large brulse noted
to the resident's right shoulder and ihe resident
complained of right shoulder pain. "Son stated he
hurt it yesterday while at dialysis*. An entry at
10:00 AM revealad new Physlcian's Orders were
received. An eniry at 1:00 PM revealed the
resldent wasg off the floor for an X-Ray. An entry
at 3:30 PM revealed an Orthopedic consull was
ordered due to a fracture of the Acromion.

Interview on 08/15/10 with Licensed Practical
Nurse (LPN) #4 revealed she was assigned to the
rasident on 08/21/10, when the regident returned
from diakysls. She-further stated the residents'
son brought the resldent back lrom dialysis and
stated he had stepped on the resident's catheter
-and almost dropped the resident while
{ransferring the resident into the dar. LPN #4
slated she aesegsed the resident and noticed
bruising on the resident's abdomen and right
shoulder. Further Interview revesled the bruising
an tha realdent'a right shoulder was light purpte In
color and was a Iiitle larger than a half dollar.

LLPN #4 stated she reviewed the chart and noted
there was documentation of the resldent having
multipte bruising on the trunk and over the
resldents body. She further stated the residant
complained of palh and hurling all over and ehe
administered pain medication. Continued

F 226

Abuse policy will remain on
the monthly Facility Staff
Meeting agenda as a regular
item to be reviewed with no
end date.
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| Interview revealed she had abuse training;

Contlnued From page 4

interview, revealed she did not notify the
Physlclan or Adminigtration of the brulsing or pain
because after review of the medical char, tha
regident already had brulsing and the pain was
not new.

Interview on 09/15/10 at 3:00 PM with Registered
Nurse (AN) #3 revealed she was assigned to the
resigent on 08/22/10 which was the day alter the
resident had baen o dlalysis. She stated she
noted a bruise on the resident's baok and a dark
purplish raised bruige which was five (5) to six (6)
inchas across on the resident's right shoulder.
8he stated the resldent was unable 10 explain
where the brulses came from; howaver, the son
stated the resldent fell at dialysis. Further
interview, revealed she notilied the Physiclan and
an X-Ray was ordared which revealed a fracture,
She stated the brulses and fracture were Injurles
of unknown source; howsver, she did not think
about the injury being possible abuse, Continusad

however did not notify her supervisor or
admIinlstration,

During an Interview with the DON, on 09/16/10 at
8:30 AM, she revealed tha brulsing and fracture
were not reported 1o her until 08/23/10. The DON
indicated she had "preached” to the nurses In
reference to Administration needing to be notiflied
immediately if there wag an injury of unknown
sourca. She stated the “ball was dropped” and
Administratlon, and the state agencies should
have been notilied on 08/2210 of the resident's
Injury of unknown source.

Interview on 09/16/10 al 10:30 AM with the
Administrator revealed she was not notified of the
resldents bruising and fracture until 08/23/10 and

F 225
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F 225 | Cominued From page b F 225
she should have been notifled "right away”,
F 226 | 483.13(c) DEVELOP/IMPLMENT F 228 . - - 10/27/1
88D | ABUSE/NEGLECT, ETC POLICIES F226 - Corxective Action
taken at time of incident
The facility must develop and implemant written since retroactive chart.
policiss and procedures that prohibit .
mistreatment, neglect, and abuse of residents Once DON was notified on _
and misappropriation of resident property. 8/23/10,a head to toe assegsment
of resident #4 was completegd
‘tl;his REQUIREMENT Is nol met as evidenced by Charge Nuxse,to document
¥ induri igati
Based on Interview and record review, it was current lnjurlés + Investigation
dstermined the facllily falled to implement their was initiated immediately.
Abuse Policy and Procedures regarding reporting MD, Administrator,O0IG and DJBS
- Injurles of unknown source immediately ta the ! o '
Administrator of the facliity and to State Agencles were notified 8/23/10.
in accordance with state law for one {1) of four (4} Don and Administrator revigawed
sampled residants (Resident #4). ,
current abuse policy and
The findings include: investigation foxrms for
Review of the facility's pollcy entltled "Abuse, compliance with F226 and
Neglect, Involunary Seclusion and determined it was compliang.
Misappropriation of Property”, daled 10/09 DON conducted Mandatory fadility
.| revealsd "all allaged violations Involving ' o
mistreatmant, neglect or abuse, Inoluding injuries Staff training on 8/24/10
of unknown source, and misappropriation of to review entire abuse policy
resldant propsnly are reporied immediately to . .
immediate suparvisor, Nurse Manager, and /or and reporting requirements.
AdmInlstrator. The Adiministrator or his/ her A quiz was used to demonstpate
designee notlfles the OIG division of Long Term ;
Care, and the local Adult Protection Services, the _ knowledge ret@l'.ntlon '
tocel Ombudsman and If appropriate the local or The RN that firat saw the injury
State police, of any alleged violation™. on this resident 8/22 but
Review of Resident #4's closad clinicel record did not report it coxrectly,
revealed diagnoses which included End Stage was counselled on B/25/10.
Renal Diseasa (ESRD), Chronic Renal Failure,

id
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| notad the bruise to bg worsening and the residont

bruising to the shoulder and was unsure if it was
from the the dialysls visit. The nurae on 08/22/10

complained of discomfort: According to the
investigation, the Physiclan was notified and an
x-ray was done of the right shoulder which
denoted a Right Acromion Fracture. Furlher
review of the Investigation revealed the
Administrator was notlfied on 08/23/10 at 10:00
A,

Review of the Nuraes' Notes dated 08/21/10 (Per
DON, on 08/16/10 et 8:30 AM, incorrect date,
date-should he 8/22/10) at 8:00 AM revealed
there was & large bruise noted to the resident's
right shoulder and the resident complained of
right shoulder pain. “Son stated he hurt it

in compliance apart from th
"immediate reporting" by ny
injury was found. ‘

Administrator and Director
HR reviewed curxrent policy
states that persons found d
of abuse/neglect/mistreatms
residents in a couxt of law
are not hired to woxrk in tH
facility. This was verxified
by HR Director and current

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIOER'S PLAN OF CORREGTION 1X6)
PREFIX (EACH DEFIOIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION 8HOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG OROBB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 226 | Continued From page 6 F226|New posters stating reporting
Bladder Cancer, and Sepsis of Urinary Origin. requirement and time lines
Revlew of the facliity's Investigatton entitled were placed in staff
"Resident Abuse Report Form" revealed an lounge, conference room,and
Investigation was completed related to brulses k g 9/29
and a fraoture. The Invastigation revealed the ,loc et xoom ) /29/10.
residént left for dialysis al approximately 6:30 AM All other residents were
on 09/21410 and wes transported by the resident's given a complete head to tde
son's parsonal vehicla. The resident's son picked '
up the resident at the dialysls clinlo at assessment on 8/23/10 by DQN
approximately 11:15 AM and transported the and Charge Nuree, to asgssess
resident back to the tacilily. The nurse noted the : e
resident to have Increased confusion upon return for unknown injuries. None
to the facllity. Further review of the investigaion were found.
revpaled the dlalysls clinto called to report lht_a Administrator and DON revidwed
- residen had been agitated and confused while at i i .
ths clinic, The resident complained of back and investigation process and forms
shoulder pain and the nurse noted there was reported 8/23/10 and found |it to b

e
rse whe

of
that
uilty
nt of -

r

a

yesterday while at dialysis". An entry in the em;lal oyee files , w§re checkeq for
Nurse's Notes at 10:00 AM revealed new evidence of criminal backgzround
Physician's Orders were racaived. An entry in the chacks and checked against [abuse
Nurse's Notes. at 1:00 PM revealed the resident . . : .
registry again and found td be in
FORM CM83-2667(02-90) Provlous Vargiona Obsolete Event ID: TKATH Fﬂdmmance . If continualion shest Page 7 of 22
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the Nurses' Notes revealed an entry at 3:30 PM,
which stated an Orthopedic Consult was ordered
due 10 a Frasture of the Acromlon,

Interview on 09/16/10 at 3:00 PM with Registered
Nurse (RN) #3 rovealed she was assignad to the
resident on 08/22/10 and she noticed a bruise on
the resldent's back and a dark purplish ralsed
brulse which was five (5) to six (6) Inches across
on the resident's right shoulder. She stated the -
resident was unabie (o explain where the brulses
came.from. She further stated the resident's son
told her the resident fell af dialysls. Further
interview, revealed she notlfied the Physipian and
an x-ray was orderad which reveated a fracture.
She stated the bruises and fracture were Injuries
of unknown source; however, she did nat think
about the Injury being possible abuse. Continued
interview revealed she had abuse training;
howsever did not nolify her supervisor or
administration,

Interview on 09/16/10 at 8:30 AM with the Director
of Nursing (DON) revealed AN# 3 worked 8/22/10
and noticed the large brulsing on the restdent's
shoulder and nolitied the Physiclan. However,
she turther stated the brulsing and tracture were
not reportad to her or Administration untli
08/23/10. Continued interview revealed she had
*preached” to the nurses in reference 1o
Administration nasding to be notifisd immadiately
if there was an injury of unknown source. She
further stated the "ball was dropped” and
Admiinlstration, and the state agencles should
have been notified on 08/22/10 of the resident's
injury of unknown sourcs.

Interview on 08/16/10 at 10:30 AM with the

ST CLAIRE MEDICAL CENTER
MOREHEAD, KY 40351

(X4) 1O SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PHEFIX EACH CORRECTIVE ACTION BHOULD BE COMPLETION

TAG AEGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE oavE

' . DEFICIENCY)
F 226 | Continued From page 7 F 226|Monitoring Process:
was off the floor for an X-Ray. Further review of Facility Administrator and [DON

receive abuse registry
reports from the state and
review for any employee nanjes.
Mock Abuse Reporting will He
performed 10/26/10 to evalyate
staff response on all shift]s.
Any shifts/persons failing
this Mock investigation willl
be retested until they pass
correctly, This will also He
performed annually by DON/
Administrator. '
QA Committee will continue
to review all incident
reports quarterly, and
ensure appropriate and timegly
actiona are taken per polidy.
Any aberrances will be
addressed and staff training
will occur.
HR Director will continue tio
monitox abuse and c¢riminal
background checks on all new
employees on an ongoing basis.
Abuse policy will remain on
the monthly Facility Staff

Meeting agenda as a regulan
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Administrator revealed she was notified of the
residents brulsing and fraclure on 08/23/10;

howaver she should have been notified "right No corrective action wés

away". ) ‘
F 279 | 483.20(d), 483.20(k)(1) DEVELOP Forgossible for the closed %0/6/201
8s=p | COMPREHENSIVE CARE PLANS ¢hart of resident #4.

A1l current resident's
Afacliity must use the results of the assessment I , -
10 devalop, reviaw and revise {he resident's fomprehengive Care Plans were

comprehensive plan of care. reviewed for accuracy and
ompleteness on 9/17/10 by
ON and MDS Coordinator.

b
The facliity must develop a comprehensive care a
I
None were found to be deficilent.
N
)

plan for each resident that includes measurable
objectives and timetables to mest a resident's
medlcal, nursing, and mental and psychosoclal

neads that are identified In the comprehensive jew measures implemented -

asgessment, [loor nurse will continue to
The care plan must describe the services that are initiate admission care plan|
to ba furnished to attain or maintaln the resident's ysing a care plan check'list
highest practioable physleal, mental, and , .
psychosocial well-belng as requirad under ool. The tool will trigger

§483.26, and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§4083.10, including the right-ta refuse treatment
under §483.10(b)(4).

equired care plans. The
ool will be given to MDS
oordinator to review for

o T o

dccuracy and completeness.
Qomprehensive care plan will
This REQUIREMENT s not met as evidenced now be developed by the MDS
by: : .
Based on observation, interview and record Goordinator instead of floor
review, it was determined the facliity falled to nurse. MD8 Coordinator will
develop a Comprehensive Plan of Care based on ive £ ik
the realdent's Comprehensive Assassment which fecery ? copY. © e?Ch Physigian
Included measurable objactives and individuatized | qrder written and will be
interventlons to meet the rasident's neads tor Responsible for updating carp
one (1} of four (4) sampled residents (Resident
#4). Hlan.
FORM CM5-2607(02-90) Previgus Verslons Obsolets Evan [D: TKGT11 Fagility 10:: t60704 . if confinualion ghasl Page 9 of 22 _
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Random.care plan audits
The findings Include: will be done on 2 charts a

, week by DON or Adminiptratqr.
Roview of the facility "Comprehensive Care
Plans" Policy revealad each resident "shaili" have
a comprehensive care plan which included
measurable objectives and timetables to meet the
resident's medioal, nursing and psychaosocial
which were Identified in the comprehensive
assessmant.

Review of Resident #4's closed record revealed
diagnoses which Included End Stage Renal
Disease (ESRD), Chronlc Renal Fajlure, Bladder
Cancer, and Sepsls of Urinary Qrigin. Review of
" the Admission Minimum Data Set (MDS)
- Assessment dated 08/21/10 revealed the facllity
assessed the resident as having no short or lang
term memory-loss and as requlring limited to
extensive asslstance with Activilies of Dally
Living, Further review of the MDS revealsd the
tacllity assessed the resident as receiving
dialysle.

Review of the Resldent Assessment Protocol
Summary (RAPS) dated 08/21/10 revealad the
resldent was admitted to the facillty with Debility
and other chronic medical comorbldities and was
recelving dialysls.

Raview of the Admission Physiclan's Orders _
dated 08/08/10 revealed the resident had a Right
Udall eatheter with Orders for dialysls Tuesdays,
Thuradays and Saturdays. Heview of the Nursing
Assessment Flowshaels dated 08/09/10 through
08/25/10 revealad & section labeled "IV

therapy“which steted the resident had a Udall
catheter.

FORM CM8-2607(02-80) Previous Vamions Obsolete Rvenl i TKAT1Y Facillty J0: 00704 It conlinuation sheetl Page 10 of 22
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Continued From page 10

Review of the Comprshensive Plan of Care
revealed a problem of Ineffactive tissus perlusion
related to Renal Fallure. The goal stated the

resident would have adequate tlasue pertfusion as | .

evidenced by no edema, hypertension and/pr
changes in laboratory data. There were several
approaches Included; however, the Plan of Care
did not address the potential for infection related
10 the Udall catheter and did not specify the
resldent was altending dialysis Ihree times per
week, :

Interview on 02/16/10 at B:30 AM with the Director
of Nursing (DON) revealed nelther the Plan of
Care nor the Kardex which the nurses updaled
dally addrossed the Udall catheter which was
used for dialysis, The DON stated the catheter
shouldt have been addressed on the Ptan of Care
relatad to the risk for infection. The DON
Indleated the plan should have includad an
Intervention regarding the resident going to
dialysls three times per week.

Interview on 09/16/10 at 12:00 PM with the MDS
Coordinator revealed the staff nurses were
responsible for developing the Plans of Care.
She stated she completed the MDS and the
Resident Assessment Protocols (RAPS) and
gave the staff nurges a copy which Inoluded the
areas which needed-to be care planned. She
stated each resldent had a Care Plan Meeting on
each Tuesday and the Plans of Care were
reviewed. She stated she updated and revised
the Plans of Care after the mesetings when she
noted there was an area that needed to be .
addressed. She further stated Resldent #4
should have had a Plan of Care daveloped
retated to the risk of Infection with a Udall cathetsr
and she was unsure why It was missed.

FORM CMB-2567(02-80) Previgus Veralons Obsolale Evenl ID: TKET11
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F 281 483.20(k)é3)(|) SERVICES PROVIDED MEET F2g1Resident #2 -~ plan of care [L0/6/2040
85=0 | PROFESSIONAL STANDARDS pfas updated by DON 9/17/10
The services provided or arranged by the taoilily Lo include IV fluids, IV s ite
must meel professional standards of qualily, care, and anticoagulant therapy.
B Resldent #3 - plan of care
This REQUIREMENT s not met as evidenced ipdated by DON 9/17/10
by: I .
Based on observation, Interview, and racord Fo include anticoagulant
review Il was determined the facllity falled to Fherapy .
ensufe the Plan of Care was sufticient to meet All other resident's care
the needs of riewly admitted residents for two (2) ,
of four (4) sampled resldents (Resident #2 and plans were reviewed by DON
#3). and MDS Coordinator for
The findings Inoluds: accuracy and updated as
necessary.
Review of the fagjlity Comprehensive Care Plans ‘ : .
Polley, revesled "there ahail be regularly ]few measures J'.mplement?ed )
| scheduled meetings that Initlate all newly Flooxr nurse will continue tg
admitted residents nursing care plans and to initiate admission care plaiy
systematically maintaln designated updates on , iy
in-house resldents, have all appropriate 181ing a care plan check 1isf
disciplines in attendance", cool. The tool will triggex
1. Review of Resident #2's medica! record r(l—:equlred care plans. The t?c !
revealed the resident was admitted to the facility Y11l be given to MDS Coordinator
from the hosplial on 09/10/10 with diagnoses Lo revi fo coura d
which ingluded Left Acute Carebral Vascular O 18w Lox accuracy al_l
Accldent. Further record review revealed the fompleteness. Comprehensive
Admlasion Minimum Data Sat (MDS) Assessmaent care plan will now be
had not been compieted due to the r t :
agmlssiona. ° plet ® to the recen leveloped by the MDS Coordirator
) Lnstead, of the floor nurse.
Obgervation of the resldent on 09/14/10 at 12:00 . : .
PM, 2:30 PM and 3:30 PM, revealed the resident b5 Coordinator will receivg
hed intravenous fluids Infusing of DS 1/2 Normal opy of each physician ordei
Saline with 20 K+ (5% Dextrose Normal Saline itten and will be responsibl
with twenty milliquivalents of Potassium) at 110 m| * en , wi e pon °
or updating care plan.
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Conlinued From page 12 F 261 Random care plan audits
{one hundred and ten mililliters) per hour. Further ] -
observation revealed the intravenous (IV) site will be done by DON and/ox

wag in the left forearm. Administrator (2 charts a wgek)
Review of the Admission Physician's Orders
dated 09/10/10 at 8:16 AM revealed orders for
intravenous fiulds of D51/2 NS at 110 mi /nr
(6%Dextrose Normat Saline at one hundred and
ten milliliters per hour). Further review of the
Physiclan's Orders dated 09/41/10 at 7:30 AM
revealod orders for four (4) runs of ten (10)
milliquivalents (meg) potassium Intravenous (IV),
and forty {40) meq PO (by mouth) liquid K+
(potassium) now and a repeat (Basic Metabolic *

) Panel ) BMP at 10:00 AM. Physician's Ordars

, s, dated 9/11/10 at 4:10 PM revealed orders for NS
(Normal Saline} at 110 ml's per hour and a BMP
inthe AM. Review of the Physician's Orders
dated 09/12/10 at 5:36 AM revealed orders for NS
+20 K at 110 cc/ hr and four runs of 10 meq
potassium V. Physician's Orders-dated 09/12/10
at 6:05 AM revealed orders to change to D51/2
NS +20 K+ at 110 ml/ hr.

Revlew of the Interim Plan of Care rovealed {here |
was no Plan of Care to address the resldent's
intravenous flulds or the need to monltor the
resident for dehydration or fluld ovarload related
to the 1V flulds. Also, there was no Plan of Care to
address moniloring the IV site for signs and
symptoms of infection or infiltration.

Further review of the Admission Physician's
Ordere dated 09/10/10 revealsd orders for
Aggrenox 25-200 miiligrams (anti-platelet
medlcation) '

twice dally at mealtime and Haparin Injection
5,000 units 8Q (subcutaneous) (antl-coagulant
medication) avery eight (8) hours. Further review

FORM CM8-2667{02-89) Pravious Varsiona Obsolate Evanl 10: TKGT 11 Facillty 10: 100704 If con¥inuadlon sheel Page 13 of 22
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of the Physlgian's Orders dated 08/14/10 revealed
Orders to discontinue Aggrenox and start Plavix
76 miligrams (anti-platelet agent).

Review of the Plan of Care revealed the
anticoagulants/antiplatelats and complications
and risk factors assaciated with the medications
were not addressed,

Interview on 09/16/10 at 10:20 AM with
Reglstered Nurse (RN) #1 revealed she had
campleted the Intsrim Plan of Care for Resident
#2 on the day the resident was admitted. She
stated she was not assigned to the resident on
the day of admisslon; however, she was assisting
s the admitting nurse. Further Interviaw rovealed at
times the Physiclan's Orders were not avallable
when the Plans of Care were completed and this
may have been the reason she had not
addressed the intravenous fluids, and the
antlplateleVanticoagulant medications on the
‘Care Plan. She further stated, every nurse
assigned to the resident was responsible for
updating the Plan of Care. Conlinued interview
revealsd the resident should have had Plans of
Care related to the intravenous flulds and the risk
of infection/infiitration at the 1V site, She further
stated the Plan of Care should have addressed
the antiplatelet/ anticoagulant medication dus 1o
the risk of abnormal blsading.

Interview with the Director of Nursing on 09/15/10
at 9:15 AM revealad the Admission nurse was 10
complete the Initial Plan of Care and the Plan of
Care was to be revised by the nurses with
Physician's Orders. She further stated the leam
had a Care Plan meeting for each resldent in the
facility on Tuesdays and reviewed and revised the
Plans of Care at that lime. She stated the

FORM CMS-2667(02-88) Previous Verslons Obaolots Event ID: TKAT1 Faglllly ID; 100704 if continuallon sheel Page 14 of 22
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site, and the anti-platelel/ anticoagulant
madications, :

2. Resident #3 was admitted on 08/09/10 with
diagnoses which included Right Intracerebral

Review of Resident #3's Physician orders
revealed order for Haparin five thousand units
(5,000) subeutaneous (SQ) twice a day (BID)
prophylacticelly for prevention of Deep Vein
Thrombaosis {DVT).

falled lo addrass the residont was receiving
anticoagulation therapy. Theretore, no

therapy.
on 00/16/10 at 9:15 AM revealsd Heparin SQ

by the physlclans offlce,

a resident is admilted to the unit based on the
residents condition, history, diagnosls and
madication. Further Inlerview with RN #1

overlooked.

resident should have had Plans of Care related to
the risks involved with intravenous fluida, the IV

Hemorrhage, Hypotension and Hyperllpldemia,

e Review af the Plan of Care Plan developad upon '
Resldent #3's admisslon revealed the care plan

Interventiong were in place to guide staff related
to Resident #3's needs regarding anticoagutation

Interview with License Praclical Nurse (LPN} #1
prophylactically for DVT does nol require routine

tab work, Anticoagulation lab work Is mangeged

Interview with Registered Nurse AN #1 09/16/10
at 8:45 AM revealed a care plan Is initlated when

revealed it is not uncommon for the nurse not to
see the medioation list for several hours following
admission and a care plan for medlcation to get
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Furiher interview with RN #1 revealad & care plan
related to enticoagulation therapy was overlooked
for Residont #3. . .
F 315 483.25(d) NO CATHETER, PREVENT UT|, F3S5pagident #2 - 10/25/1p
88=D | RESTORE BLADDER o, , ,
' resident's medical history
Based on tha resident's comprehensive was reviewad for need of
assegsment, the facility must ensure thal a . . ,
resident who enters the facility without an indwelling catheter on 9/17/10.
indwelling catheter is not catheterized unless the MD was called and discussion
resident's clinical condition demonstrates that
catheterization was neceasary, and a resident fox ne¢.ad_ took place. It was
who s incontinent of bladder receives appropriate determined that catheterx
| treatment and servioes to prevent urinary tract should, be removed. Catheter
‘Infectlons and 10 restore as much normal bladder
furrent residents with
This REQUIREMENT is not met as evidenced pndwelling catheters were
by: reviewed and assessed for
Based on observation, Interview and record
review it was determined the facitity falled to pead by DON and ) Charge Nurs
ensure an indwalling catheter was not used pn 9/17/10. Actions taken a
uniess there was valid justification for one (1) of b ppropriate
tour (4) sampled residents (Resident #2), PRIOP ,
. Measures implemented:
 The tindings include: L. Urinary Incontinence
Review of Resldent #2's madical record revealed Assessment tool will be dong by
the'resident was admitted to the facllity from the -pdmitting nurse, on all new
hospitat on 08/10/10, with diagnoses which . ; : oy
included Left Aoute Cerobral Vascular Accldant. Feaidents. . Tool will lder.'tlj'y
Further record review revealed the Admission pnd determine type of urinazyy
Minimum Data Set (MDS) Assessment had not incontinence, bladder function,
been completed due to the recant-admissian, , , ]
and risk for UTI and will
Observation of the resident on 0816/10 at 8:40 Lrigger for specific care plan
AM revealed the resident was in the bed and int enti
urinary drainage tubing was noted to be dralning raterventions.
FOAM CMS-ﬁ&ﬂ? (02-89) Previous Versione Qbaglete Event 1D: THGTI
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Urinary Tract Infection,

yellow urine Into the urinary drainage bag.

Review of the Admission Physician's Orders
dated 09/10/10 revealed Orders for a Foley
Cathter every shift and as needed {prn).

Review of the.Interim Plan of Care revealed the

resident had Impaired urinary elimination relatad
to the use of a Foley.catheter, "The interventions
Included observing for signs and symptoms of a

Further record review revealed there was no
avidence of a diagnoses fof the use of an
indwelling catheter

Interview with the Director of Nursing (DON) on
09/16/10 at 9:15 AM revealed she was unsure
why the resident had a Foley catheter and she
would review the record.

Furthet interview with the DON on 09/16/10 at
9:00 AM and 11:00 AM revealed there were
guidelines the facillty referred fo in.order to
evaluate the need for continuing a Foley catheter,
and after record review the resident's madical
condition did not fit the guidelines. She further
stated the rosldent's indwelling catheter-should
have been removed after admisslon to the facility
due to there was no dlagnoses or Justification for
the catheter. The DON revealed the Activities
Director who was dlso a Certitied Nursing
Assistant (CNA) completed audits to ensure Faley
calheters wera removed on new admits from the
hospital If there was no medical justiiication for
the catheter. She stated the CNA was on
vacation which was probably why Resident #2's
Foley Catheter "had been miseed”.

and condition warrants

2. For residents admitted
with an indwelling cathete
there is now a- standing or
that allows facility to
discontinue catheter that
does not meet LTC regulati
(listed on standing order)
3. Current catheter audit
tool that is completed on
admission by MDS Coordinat
will now have gections
which will include:
a)checking for presence of

: ) 222 MEDICAL CIACLE
8T CLAIRE MEDICAL CENTER :
MOREHEAD, KY 40351
(xa) 1D BUMMARY STATEMENT OF DEFICIENGIES . D PROVIDER'S PLAN OF GORRECTION i)
PAEFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AQTION SHOULD BE COMPLETION
TAG REGULATCRY OR LEC IDENTIFYING INFORMATION) TAG " CROBS-REFERENCED TO THE APPROPRIATE OAte
. DEFIGIENCY)
F 315 | Continued From page 16 F 315

Her

DILE

a completed urinary assesshent

tool and appropriate care |
b)to detexmine if diagnosi

continued indwelling cathet
use '

c)to check for presence

of physician's oxder.

d) to address risks for
infection

e)need for Urology consult
Areas identified as defici
will be addressed and
corrected immediately by
MDS Coordinator.

lan
5

Lexr

e
=
-+
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, ' ' PRINTED: 09/26/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STAYEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (%2) MULTIPLE CONSTRUGTION (X9) DATE SURVEY
AdD PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
- - A, BUILOING C
195430 B WING — 08/16/2010
NAME OF PROVIDER OR 8UPPLIER ] STREEY ADDRESS, CITY, STATE, ZIP CODE
. 222 MEDICAL CIACLE
ST CLAIRE MEDICAL CENTER MOREMEAD, KY 40351
%4} ID SUMMARY ETATEMENT OF DEFICIENCIES ) PROVIDEA'S PLAN OF CORRECTION e
AEFIX (EAGH DEFICIENCY MUST BE PRECEDSD BY FULL d o PRERIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ AEQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-AEFERENCED TO THE APPROFRIATE DATE
DEFIGIENGY)
F 315 Continued From page 17 F315ial1 catheter audits are
Review of the facility's “Diagnostic Guidelines for - 2
ancharing/ maintaining Foley Cathater” ingluded:; reVl'leWEd at quart.:@.rly Q
Retention which could not be controlled by In and committee. Identified issueb

out caths and included a Physiclan's dlagnosis, will be addressed and
documented post volid residual of greater than _ , .

iwo hundred (200) millllters, contamination of a actions will be taken as
Stage Il or Stage IV wound where Incontinence | appropriate.

of urine could.Impade the healing process, o
terminal fliness or severe impairment which would
make positioning or clothes change ‘
uncomfortable or painful for the resident.

The Guidelines further stated there should be a
discusslon with the Physiclan on the reason for a
Foley and a dlagnosis or specific reason should
be dogumented for the Foley. Continued review
of the Guldelines revealed Foley Cathstars
needed to be discontinued within 24 hours of

'| admlasion unlass the catheter falls under the

b itoria for ol ) ic Phvaici Immediately, kitchen area whs

above criteria for placement or specific ician \ 9
dooumentation suppports it. P ve checked by Director of | food '015/10
F 371 483.35(i) FOOD PROCURE, F371|eervices for compliance with

88x=F | STORE/PREPARE/SERVE - SANITARY this regulation. Any edible

The fagility must - items found to be not in

(1) Procure food from sources approved or compliance were disposed of

consldered satlsfact Federal, State or ! : , .
ault?ori?l?s; antc; actory by Federa, St © or local immediately. Any equipment

(2) Btore, prepare, distribute and serve food found to be not in-
under sanliary conditions compliance was cleaned, re-

santitized,and stored per
regulation immediately.
The flour scoop holder was

Thig HEQU'REMENT ig not met as evidenced replaced 50 that the 8COOp

by: : . .
Based on observation, and Interview it was would be inside the bin and
- | determined the facility failed lo ensure food was covered
FORM CM5-2687(02-89) Pravious Versions Obaolale Evant [D: TKGT11 _r:aamy I 100704 if continuation shest Page 18 of 22
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGCIES (X1} PROVIDER/SUPPLIERICLIA
LAY PLAN OF CORRECTION IDENTIFICATION NUMBER:

No. Zaof .

PRINTED: 08/28/2010
FORAM APPROVED
OMB NO. 0038-0391 .

(%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
N COMPLETED
A, BUILDING
C
B, WiNG
185430 09/16/2010

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, §TATE, 2IF QODE

‘on 09/14/10 at 10:00 AM revealed the walk in

1 uncovered.

The findings include:
Observation of the kitchen during the inilial tour

refrigerator contained a bag of donuts, a bag of
chopped green peppers, and two (2) bags of
chopped carrots which had been opened and
ware not tabeled as to food Item or date opened.
in addition, a botlle of ketohup and a gallon
cantainer of salad dressing had been opened and
were not labeled with an apen date.

Observation of the salad walk in refrigarator
revealed a conlainer of grated cheese and a
contalner of parmesan cheese which had been
opened and wers not labeled with an open date.

Observation of the refrigerator revealed two
strawbaerry pies and two cherry pies which were .

QObservation of the dry storage area revealec
gpices which wera not labeled with the open date
Including salt, sesame seeds, paprika, rubbed
sage, bay leaves, black pepper, seasoning salt,
red crushed pepper, poultry seasoning,
hamburger seasoning, and red crushed pepper.

Further abservatlon revealed the flour scoop had
bean left on top of the flour bin.

Interview with the Kitohen Supsrvisor, during the
tour, revealed ali items In the refrigerators were to
be iabeled as to contents and as to open date,
and the ples should have been covered, labetad
and dated, She further stated the cooks were .

/il

222 MEDICAL CIRCLE
8T CLAIRE MEDICAL CENTER
L MOREHEAD, KY 403581
{14) 1D SUMMARY STATEMENT OF DERICIENCIES D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENGY MUBT 8E PRECEDED BY FULL PREFiX (EACH CORRECTIVE ACTION SHOULD BR COMPLETION
TAQ REGULATORY OA LSC IDENTIFYING INFORMATION) TAG CROSS.REFEAENCED TO THE APPROPRIATE QATE
. DEFICIENCY)
Fa71 Ctonu;\ued F“’":j pag; (1'8‘ S und F377 mandatory in-service was
siored, prepared, and distributed under sanitary . -
conditions. : conducted by Food Sexvices 10/5/10

PDirector for all shifts on
0/17/10 and 9/18/10. Staff
reviewed policy re storage, |
breparation, distribution
and serving of food under
Banitary conditions per
regulation.

Peficiencies found during
Lhe survey were reviewed and
liscussged.

Bystemic changes:

L. The shift supervisor will
_ pe regponsible for completing
all food safety and dietary
sanitation audits each shifd.
Any issues are corrected
immediately. The Food Produd
Manager reviews audits and
corrections weekly and repoi
o Director Food Services.
P .During the current
biweekly Inventory Process
in the kitchen, another
step was added where all
products will be checked
for appropriate labeling.

tion

ts
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PRINTED: 08/28/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE EDICAID SERVICES ) OMB NO. 09358-0391
BTATEMENT OF DIEFICIENCIES (#1} PROVIDERSUPPLIERCLIA {¥%2) MULTIPLE CONSTRUCTION (X3) DAYE SURVEY
SPLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED
A, BUILDING c
165430 B. WING 08/16/2010
NAME OF PROVIDER OR SUPRUIER BTREET ADDRESS, CITY, STATE, ZIP CODE
: 222 MEDICAL CIACLE
ST CLAIRE MEDI CEN
CLAIR CAL TER MOREHEAD, KY 40351
{X4) 1D SUMMARY SYATEMENT OF DEFIGIENCIES 0 FROVIDEA'S PLAN OF CORRECTION (e}
PREFIX (EACH DEFICIENCY MUSY BE PRECEDED BY FyLL PABFIX (EACH CORRECTWE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CHOQS-REFEREN%D -éo g%rs APPROPRIATE OaTE
. DEFIGIEN '
F 371 Continued From page 19 F 371

F 441
88=D

_{ responsible for checking the refrigerators two-

times a day 10 ensure this was done and to throw
away any food itam which was not labsled and
dated, The Kitchen Supervisor revealod "75% of
Ihe spices had not been labeled when opened".
8he further stated the spices were to be labeled
with an open date and she had told the kitchen
stall mulliple times to ensyre this was done. She
further stated splces were good for six (6) manths
10 & year after opening, and after a year the
gplces would lose thelr flavor, Continued
Interview revealed the Scoop holder had broken
off the flour bin. She statad the scoop should not
have been placed on top of the flour bin, and
should have bean removed and washed after
use,

Interview on 09/14/10 at 5:00 PM with the Cook
revealed he worked 6:00 AM to 2:30 PM and he
checked the refrigerators at the end of his shift.
He further stated it any food items were
unlabeled, undated or explred, he-would throw
them away, al that time. Further interview
revealed he was ill the prior day and was not at
the facility to check the refrigerators; however, ihe
seoond shift cook was also responsible for
checking the refrigerators at the end of the
gecond shift,

483.85 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The lacility must establish and maintain an
Infectian Control Program deslgned 1o provide a
safe, sanltary and comfortable environment and
to help prevent the development and transmigsion

-of digease and Infectlon,

{a) Infection Control Program
The fagility must establish an Infection Control

Kitchen remodelling also

for more storage space and

food per regulation.

Monitoring process:

bvcs. _

. Biweekly inventory audit

B. Dietary sanitation is now a fixed item
for discussion at each monthly staff
Mmeeting

f. Audits will be submitted to quarterly

F4dlinmediate corrective action]
#1 immediately went to he
upervisor when the surveyox
ointed out her error., The
lucometer was wiped down
nd set back in the cradle
efore any resident was
ffected.

began 10/25/10 which will allow

refridgerator gpace. This wjill
improve our ability to stors,
prepare, distribute and serve

! Food Production Manager checks g-shift
audits and reports issues to Director Fgod

QA committee for review and discussior).

10/28/1

——rrrritv]

r
g
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: PRINTED: 00/26/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID S8ERVICES OMB NO. 0938-0391
STATEMENT OF OBFICIENOIES | (1) PROVIOER/SUPPLISRIGLIA® (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY"
AbD PLAN OF CORRECTION IDENTHWFICAYION NUMBER: COMPLETED
- N A, BUILDING
C
. B. WING
' 183430 09/16/2010
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
222 MEDIOAL CIRCLE
T ME CE
ST CLAIRE MEDICAL CENTER MOREHEAD, KV 40351
{%4) ID BUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION o8)
PAEPIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {FAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIRYING INFORMATION) TAG CRDSS-REFERENCED TO THE APPROPRIATE DAYE
: DEFIGIENCY)
F 441 | Continued From page 20 F441|All nursing staff

| Program under whieh it - .
(1) Investigates, contro!s, and prevants infections '

inthe facility,

(2) Dacldes what procadures, such as Isofation,
should be applled to an individual resident; and
(3) Maintains a record of incidents and corrective
actlons related to Infections,

(b} Praventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infeotlon, the facllity musat
isolate the resldent,

{2) The facliity must prohibit employees with a
communicable disease or infeoted skin lesions
trom direct contact wilh residents or their food, if
direct contac! will transmit the disease.

(3) The facility must require stafl to wash their
hands after each direot residant cantact for which
hand washing is indlcated by accepted
professional practice.

() Linens
Personne! must handle, store, process and

trangport linens so as to prevent the spread of
intection.

This REQUIREMENT is not met as svidenced
by:

Based on observatipn and Interview, It was
datermined the facillly failed to ansure there wag
an effective infaction controt program in plage to
provide a safe and sanitaty environment to help
prevent the development and transmisslon of
disease and infection.

The findings Inalude:

- |glucometer to remind staff

on the floor at the time
were in-serviced by DON, on
process of disinfecting
glucometer between resident
A mandatory in-service for

glucometer disinfecting for

all nursing staff occurred
on 9/21/10 and 9/22/10 for
all shifts by DON. A bright
sticker was placed on the

disinfect between resident
It was determined no other
regidents were affected by
policy non-compliance by:
1. Charge Nurse continued t
monitor existing residents
for signs of infection i.e.
temperature spikes.
2.2/17/10 - administ;ator
conducted "on the spot" aud
Lo ensure staff were follow
infection contrel policy
practices.
and re-educated as necessa

Staff were corriFted

o

its
ing

FORM CMB-2667(02-29) Previous Varslons Obsolets

Event 10: TKGT1

Fadillly 10: 100704

If continuation sheot Page 21 of 22



Vet 200 20T Z100rM N9.23bf v LI/

' PRINTED: 09/28/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT OF DEFICIENCIRS (M1} PROVIODER/SUPPLIER/OLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SUAVEY
AND FLAN OF CORREGTION ICENTIRICATION NUMBER: COMPLETED
S A BUILDING
c
WING
165430 > . 09/16/2010
NAME OF PROVIDER OR SUPPLIER STYAREET ADDAESS, GITY, STATE, 2IP CODE
222 MEDICAL CIRCLE
ST CLAIRE M
¢ RPICAL CENTER MORENEAD, KY 40361
(X4) 1D SUMMARY STATEMENY OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORREGTION (8)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSC IDENTIRYING INFORMATION) TAG CROB8-REFEAENCED TO (w}s APPROFPRIATE DATE
’ DEFICIEN
F 441 | Continued From page 21 ' F 441 |Administrator and DON reviewed facility
‘ infection control policy to ensure comgliance
Observation on 09/14/10 a1 11:10 AM revealed : ; ;
ith LTC regulations. It was determined to be
Registered Nurse {RN) #1 wash her hafids, w X cgulatic '
gather supplies, put on gown and gloves to . {compliant on 10/25/10.

provide care for a resldent who was diagnosed

4 el Mandatory facility staff training on entife
with Methicillin Reslatant Staphylococous Aureus ’

(MRSA), infection control policy to be done 10/27/10,
Quiz on infection control policy will be

RN #1 was observed to perform an Accucheck . R

on the resident, document the results and then given at end of in-service.

removed her protective equipment: (PPE). The ~ |Monitoring:
RN then washed her hands and carrled.the 1. Pharmacy residents have
Glugometer, without donning gloves and placed )

the Glucometer into the charging base. added "monitoring glucometer
disinfection" to their quarterly med-paps
Interview with RN #1 revesled the normal , b . I
procedure was to sanitize the Glucometer with compliance observations. Compliance
PDI Super Sani-Cloth, which was a germicidal, issues will be reported to QA committge and
baoteriocldal, tuberculocidal and virucldal ‘ addressed
sanitizing wipe approved by the Glucomater '
manutaclurer. Further interview revealed she 2. Administrator to continue "on the sppt"

shoutd have sanllized the Glucometer before infection control compliance checks
replacing It on the base. RN #1 stated stalf ! © P

received glucometer ralning annually. one day a month.

, . 3. All facility infections will continue to
Review of the faoility's Glucometer Policy dated

02/19/08 and Procadure number 12-0110-10, be tracked and trended and reported to
fevealed the Glucomeler needed to be cleancd quarterly QA Committee where they arg
with a disinfectant prior to replacing the addressed
Glucometer on the charge base. ’

4. Infection Control Committee also

Review of the Manufacturers maintenance and requires 8 monthly hand-washing and

handling Information revealed the acceptable

disinfectant and/or cleaner for the Glucometer universal precautions/PPE audit
were soap and water, 70% (ot less) isopropyl be conducted and submitted bya
alcoho! or a 1:10 dllutlon of sodium hypochlorite facility clinici
ammanium compounds, acility clinician.
FORM CMB-2567(02-98) Previous Veralons Obaolate Event ID: TKQTH Faghity 10: 100704 It continuation sheet Page 22 of 22
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-CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A.BUILDING 09 - MAIN BUILDING 01
B. WING
186430 09/14/2010
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIP CODE
222 MEDICAL CIHCLE
- 8T CLAIRE MEDICAL CENTER | MOREHEAD, KY. 40351
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG : REGLULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFEAENCED TO THE APPROPRIATE DATE
' DEFICIENCY) |
K 000 | INITIAL COMMENTS K 000

A Life Safety Code survey was initiated and E C E !V E
concluded on 09/14/2010. The facility was found '
not to mest the minimal requirements with 42 ™ OQCT 05 2010
Code of the Federal Regulations, Part 483.70. H

The highest scope and severity deficienoy BY:
ldentifiedwasa "F ", . 10/30/1
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144 As of 10/4/10 quotes for a

SS8=F | . _

Generators are inspected weekly and exercised new annunciator or to move
under load for 30 minutes per month in
| accordance with NFPAS9. 3.4.4.1,

the annunciatcor from the
switchboard to the ER
registration, are in
progress.

A visible and audible
annunciator (connected to
emergency generator) will b
located in the ER registratjon

[t

This STANDARD is not met as evidenced by.

Based on observation and interview, it was . |prea which is staffed 24hrs
determined the facility falled to ensure the a day and 7 days a week.
emergency genetator had an annunciator panel . . ,
according to NFPA cades. Until new annunciator is

[placed, a check of the
annunciator in the switchboard

Observation on 09/14/2010 at 1:00 PM, revealed area will be added to the

the emergency generator annunciator panel was rounds of the security team
located at in the switchboard office. The

observation was confirmed with the Maintenance each hour between 11.30pm
Supervisor. and 6am.

The findings include:

Interview on 09/14/2010 at 1:00 PM, with the
Malntenance Supetvisor, revealed the
Switchboard Office was not ocoupied between the
hours of 11:30 PM and 6:00 AM.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE TITLE . (X6) DATE

Any deflciency statement ending with an asterisk (*}) denotes a deficlency which the Institution may be excused from cotrecting providing it Is determined that
other safeguards provide suliicient protection to the palients. (See Instructions.} Except for nursing homes, the findings statad above are disclosable 90 days
followlng the date of survey whethet or hot a plan of carraction Is provided, For nursing hames, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficlencles are cited, an approved plan of correctlon is requisite to continued
program participation, .
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTAUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
y A. BUILDING 01 - MAIN BUILDING 01
B. WING ’
185430 ) 09/14/2010
NAME OF PROVIDER OR SUPPLIER STAEET ADDHRESS, CITY, STATE, ZIP CODE
222 MEDICAL CIRCLE
8T CLAIRE MEDICAL CENTER :
E MOREHEAD, KY 40351
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN OF CORRECTION X6}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE-ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
’ DEFICIENCY)
K 1441 Continued From page 1 K 144

| the emergency or auxiliary power source as

Reference: NFPA 99 (1999 Edition).

3-4.1.1.15 + Alarm Annungiator.

A remote annunciator, storage battery powered,
shall be provided to operate outside of the
generating room.in a location readily observed by
operaling personnel at a regular work station

(see NFPA 70, Natlonal Electrical Code, Section
700-12.) :

The annunciator shall Indicate alarm conditions of

follows:

(a) Individual visual signals shall indicate the
following: :

1. When the emergency or auxiliary powet source
is operating to supply power to load

2. When the baltery charger is malfunctioning

(b) Individual visual signals plus & commaon
audible signal to warn of an engine-generator
alarm condition shall indicate the following:

1. Low lubricating oil pressure

2. Low water temperature (below those required
in 3-4.1.1.9)

3. Excessive water temperature

4. Low fuel - when the main fuel storage tank
contains less than a 3-hour operating supply

5. Overcrank (failed to start)

6. Overspeed

Where a regular work station will be upattended
periodically, an audible and visual derangement
signal, appropriately labeled, shall be established
at a continuously monitored location. This
derangement signal shall activate when any of the
conditions in 3-4.1.1.15(a) and (b) occur, but
heed not display these canditions individually.
[110: 3-5.5.2]
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FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PHOVIDER'SWHEFZCIM (X2) MULTIPLE CONSTRUCTION (K!a)gg{n% fé}TRE\gEV
AND PLAN OF CORRECTION IDENTIFICATION MUMBER; A BUILONG 1 - MAIN BUILDWNG 03 .
185410 . 09/14/2010

MNAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CTTY, STATE, ZiP CODE
222 MEDICAL CIROLE

=)

. (] .
8T CLAIRE MEDICAL CENTER MOREHEAD, KY. 40381
(X4) 1D SUMMARY STATEMENT OF DEFICIENCES 1) PROVIDEA'S PLAN OF CORRECTION (¥5)
PAEFIX (BACH DEFICIENCY MUST BE PRECEOED £Y FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMIMLETION
TAG REGULATOHY OR LEC MENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE AL
DEFICIENCY)
K 000 [ INITIAL COMMENTS K 000 ‘
A Life Safety Code survey was inltiated and EG E IVE
concluded on 09/14/2010. The facllity was found oc 0
not to meet the minimal requirements with 42 T 5 2010
Codoe df the Faderal Regulations, Part 483.70. :
The highest scope and severity deficiency By
ldentifiedwas a " F ", . 11/30/1
Ks;f:—"l NFPA 101 LIFE SAFETY CODE STANDARD K 144 As of 10/4/10 quotes for a
Generalors are inspected weekly and exergised new annunciator or to move
under |oad for 30 minutes per month in ; .
accordance with NFPA 99, 3.44.1, th? anpunciator fxom the
_ switchboard to the ER
regigtration, are in
progress.
A vigible and audible
annunciatox (connected to
emergency generator) will be
: 1 C in th k| ti
This STANDARD s not met as.evidenoced by: ocaLed. - %he ER registratjon
Based on observation and interview, it was area which is staffed 24hrs
determined the taciily fallod to ensure the a day and 7 days a week.
aemergency generator had an annuncietor panel . . .
according to NFPA codes. : Until new annunciator is
fngi placed, a check of the
The findings include: ) annunciator in the switchbohrd
Observation on 09/14/2010 at 1:00 PM, revealed area will be added to the
the emergency generalor annunclator panel was :
located at In the switchboard office. The rounds of the security team
observation was confirmed with the Maintenance @ach hour between 11.30pm
Supervisor. ' and 6arm.
Interview an 09/14/2010 at 1:00 PM, with the
Maintenance Supervisor, revealad the
Switchboard Office was not ocoupied between the
hours of 11:30 PM and G:00 AM.
LABORATORY DIECTORS OR PROVIDERGUPPLIER RWW TITLE . (Xe) OATE
Y/ ‘ s haton 1o /S /1o

! deficiency etatemant ending with an asteriak ('ﬂmnnles a defictancy which the institution m

safeguards provide sulficlent protaction to the patients. (Soe instructions.) Exceopt for nume
whather or not a plan of comection L provided. For nursing homes,
days tollowing the date those doctments are.made avallabie o th
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